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So we can see that gender inequalities in access to a wide range of resources have a significant impact on the health of women. Though they have a longer average life expectancy than men, they do not necessarily lead healthier lives. And most importantly, a considerable amount of the illness they experience can be traced back in one way or another to the nature of their daily lives and should therefore be preventable through public policy. (Doyal, 2000: p. 939) While many women, especially in the developed world, are living longer, reviews of recent research, notably that of the World Health Organization's Gender and Health Working Group (Doyal et al., 1998) , have clearly demonstrated how women are subject to health inequalities conditioned by wider socio-economic inequalities: mental stress and poverty linked to their care roles (Barnett and Marshall, 1991; Bartley et al., 1992; Belle, 1990) ; restricted access to health services or to health policy decision-making (Brems and Griffiths, 1993; Doyal, 1985; Gijsbers van Wijk et al., 1996; Standing, 1997; Timyan et al., 1993) ; health problems relating to reproductive systems (Germain et al., 1992 ) and women's preponderance in the ageing population (WHO, 1996) . Enabling women's health, therefore, raises multi-layered issues which cannot be solved simply by focusing on the individualized interventions which characterize a purely medical approach. What is also required is a means to understand and act on the multifactorial context which influences the health of women's minds and bodies. Health researchers such as Bird and Rieker (1999) have argued strongly that an integrated approach is needed to build effective health care which recognizes the complex nature of differences in men's and women's health. These are not only biological, but also relate to different patterns of actions and experiences in their everyday lives. Such gendered differences have been overlooked in the design of clinical studies for many reasons (DeBruin, 1994; Rosser, 1994) . Ethnic dimensions have been similarly neglected. The wide range of health and social care value bases which lie at the heart of professional responses to women's health issues have tended to be more implicit than explicit. An interdisciplinary approach, which brings together branches of learning, can help both lay and professional decision-making. Crucial here is building an understanding of when to attend to individuals' health behaviours, concerns and access to care and when to work for policies which address the impact of social, economic or other factors on the health of women who also may be members of disadvantaged groups. Such an approach is essential if we are to understand influences on women's ability actively to tackle and address health risks.
In 1997 a group of women staff, from a range of schools at the University of East Anglia, came together to form a Women's Health Initiative to work across academic disciplines to examine working issues in women's health. The discussions that followed emphasized the complexity of links between women's physical and mental health and how these may be understood and experienced both positively and negatively. The activities of this group drew on current perspectives from a range of disciplines. Some of these disciplines were directly concerned with the professional provision of health care, such as clinical psychology, nursing, medicine, counselling and social work; some related to professions often interacting with health services, such as social work and law; and some were disciplines that can be used to study health issues, such as history, sociology, economics and criminology. Research reports from each of these disciplines provided telling images and experiences of how women's health issues can often be treated with ambivalence. It became clear that developing insights across such different disciplines can also help generate alternative methodologies, discourses and resources to provide sounder evidence for engaging with women's health issues. The work presented in this book draws on different approaches brought together through the group's activities.
Much of the research and practice described relates to women's health in the context of the 'developed' Western world. However, this introductory chapter makes a point of chronicling a range of research findings in respect of women in the developing world. This is in order to set the topic of interdisciplinary women's health in a global context and to highlight the added dimensions for health and well-being of those individuals and groups who are both female and of differing cultural and ethnic origins from the majority of women described in the ensuing chapters. For all, the confluence of interdisciplinarity can help point to the elements and uses of a more holistic analytical framework within which to encourage appropriate and empowering dialogues for evaluating women's health options, wherever they are in the world.
Historical, social and psychoanalytic methods can be used dynamically to engage with images of women's health. The values placed on the health of women by themselves, and by groups in which they live, are developed over time and in the context of interaction and reflection. Women's attitudes and actions to their own bodies may encompass the expression of self-appreciation or of self-hatred. Experiences of abuse may be reflected in diverse physical and mental expressions of their state of ill-or well-being. The possibilities for women to play an active and empowered role in building their own health may be constructed in varyingly positive or negative ways within the diverse discourses of families, professions and institutions. Viewing women's health from an international perspective highlights the existence of contrasting and unequal constraints on women's experienced choices, related stresses and, consequently, on their options for action. Women cannot be seen simply as victims of illness or events, or passive recipients of health care and health policies, when their collective and individual efforts are often central to the provision of health care and to the formulation of the policies themselves.
Women's interaction with health services and policy can and should constitute the bridge between the health of individuals and the response of communities and wider society. The degree of strength of this interface may well make the difference to women's minds and bodies being built or broken. Particularly significant here are the dimensions of risk to health and well-being which are posed, not only by the individual actions of women themselves, but by the cultural and structural frameworks which provide the context of events, understandings and actions.
Active decision-making processes are conditioned by constraining structures exemplified in public policy-making as it is reflected in legislation. So, for instance, in the field of mental health, reactive processes can be discerned, which formalize not only legislation itself, but also within it the values, norms, attitudes and beliefs of society which are prevalent at any given time. This encompasses stereotyping processes which may construct women as victims who have emotional or psychological problems: 'woman as provocateuse', 'woman as property', 'woman as hysteric', 'woman as liar', and so on (Salasin and Rich, 1993: 947) . Women need to be fully aware of these social constructs in order to combat them, and to be proactive in redefining them to fill the gap between real needs and policy response. Such informed action is a positive alternative to the guilt and self-blame to which women are traditionally prone, and which often leads them into further situations of powerlessness, such as involvement in abusive relationships (Carmen and Rieker, 1989) . Enacting this alternative engages the woman in maturation, strengthened self-belief and the ability to identify and then reject inadequate stereotypes (Burt and Katz, 1987) . Such active decision-making can foster a sense of mission to take responsibility for contributing to change.
This project none the less engages women in the arena of risk-taking and, therefore, also calls for informed risk management. For the purposes of this publication, Kemshall's definition of risk will be taken -'the probability that an event or behaviour carrying the possibility of an adverse or negative outcome will occur' (Kemshall, 1998: p. 4 ). There are multiple hazards in proactivity as well as in passivity, which need to be considered, analysed and comparatively weighed, and this is where the knowledge and perspectives generated by a range of disciplines may well be relevant. Whether women remain in the culturally prescribed roles often imposed on them by the health framework, or whether they consciously choose to break out of these roles, they are located along a continuum of risk. As a UK ministerial publication notes: 'the government recognises that poor people, particularly women, are the most vulnerable to all forms of crime and civil conflict, including domestic violence, and that in very many cases, formal justice systems fail to protect them' (DFID, 2000: p. 2). For centuries, and across the world, they have been the victims of the majority of domestic violence and child abuse (including child prostitution) and, in the United States, for example, are alleged to be at greater risk of violent crime than of breast cancer, other cancers, high blood pressure and other well-known health problems (Koss, 1990; Salasin and Rich, 1993) . By virtue of their gender, and without taking action on their own account, they are thus propelled onto the risk continuum. Once on it, they are liable to move along the path to further victimization, selfharm and even, in some cases, to anti-social or criminal behaviour, wherein the link between home violence, street survival and street crime still goes unrecognized (Chesney-Lind, 1997) . This is despite the fact that many women serving prison sentences are known to be the victims of abuse (Boswell, 1996; HM Inspectorate of Prisons, 1997) .
Women frequently reach the high risk end of the continuum via a wide range of physical and mental health problems associated with the above types of progression (Campbell, 1995; Plichta, 1996) . Corbin et al. (2001) , for example, show how college women with severe victimization histories, compared with non-victims, reported more consensual sexual partners, less perceived assertiveness in ability to refuse unwanted sexual advances, greater weekly alcohol consumption and more positive outcome expectancies for alcohol, including tension reduction, sexual enhancement and global positive change. As the authors point out, such self-treatment places them at high risk of sexual violence:
Men's attributions with regard to women's alcohol consumption, coupled with the resulting impairment in women's perception of risk as well as their less assertive sexual behaviour, create a potentially dangerous synergy of risk factors for these women. (Corbin et al., 2001: p. 307) This is not to suggest as the broad solution to avoiding male predators that previously victimized women should drink less alcohol, since this would return women to their stereotypic label as provocateuse. However, if they were provided both with the knowledge that increased alcohol intake raised their risk of exposure to further violence, together with some techniques of resistance to such attacks (whether verbal or physical) this would, at the very least, improve their capacity to choose in respect of alcohol consumption (Norris et al., 1996) .
Similarly, longitudinal research on women's responses to relationship battering has described a process whereby most women choose to adopt a set of responses to achieve non-violence via both physical and mental leaving and returning (Campbell et al., 1998) . They described responding to turning points by thinking about, labelling and conceptualizing what was happening to them; by negotiating internally with themselves and externally with the abuser; and by experimenting with strategies to improve the relationship and decrease the abuse. This research countered popular notions of the 'passive' victim and revealed active decision-making processes which needed to be supported by advocacy and partnership for the women's goal of staying safe, and therefore healthy, to be achieved.
Such active assessment and management of these points of risk are crucial, since known health problems accruing to women who sustain long-term physical abuse include: physical injury requiring hospital treatment; chronic pain; headaches; neurological problems; irritable bowel syndrome; digestive problems; eating disorders; pelvic inflammatory disease; sexually transmitted diseases, including HIV and AIDS; vaginal and anal tearing; bladder infections; sexual dysfunction; pelvic pain; urinary tract infections; unintended pregnancy; and varying degrees of depression (Campbell and Socken, 1999; Heise et al., 1995) .
These comparative risks of passivity and proactivity in adverse circumstances are not always, however, easy to assess, especially at crisis points. Thus, it is essential that means are available to consider, analyse and weigh them so that the chosen response is not one which sets off a further chain of harm to the woman's physical and mental health. However, there are other kinds of risks which often do not come accompanied by any real possibility of choice. These are contexts of risk which obtain simply by virtue of where women live across the world, the cultural and religious practices in which they participate, willingly or otherwise, and their levels of access to resources in the surrounding region, such as transport. Seen from an international perspective, comparative risks to women's health multiply. Whereas in the UK, one in 5,000 pregnancies results in a woman's death, in the poorest countries, such as Sierra Leone, the figure is one in seven. Their chances of survival are directly linked to access to basic health care. It is not always the complete absence of such a health care facility that is the problem, but rather the lack of any kind of transport by which to reach it (Thaddeus and Maine, 1991) . Simple provision of transport can thus significantly reduce health risk and, thereby, increase both choice and independence.
A notable example of a cultural practice which heightens risks for women in terms of sexual health, in childbirth and beyond, is that of female genital mutilation. Despite being illegal in very many countries, it continues to be carried out in parts of Asia, Africa, the Arabian Peninsula and within some immigrant populations in the Western world. Apart from the immediate health consequences of this damaging practice, when infibulation is part of the mutilation process, it frequently causes acute complications and pain in childbirth (Toubia and Izett, 1998) . In some cases, this practice is perpetrated on quite young women, especially where their culture advocates early marriage. Early marriage, in its turn, often prevents young women from completing primary education if they are removed from school on marriage, or expelled if they become pregnant (Bureau of International Labor Affairs, 1998). Other young women may be kept away from school because of child and adolescent labour practices, including domestic slavery and the sex industry. These often result in low school enrolment, high absentee and drop-out rates attributable to fatigue from long hours of labour, work-related injuries and illnesses. Young women, in fact, constitute two-thirds of all children not attending school in the developing world, notably in predominantly rural areas (Bureau of International Labor Affairs, 1998) . This greatly reduces their access to literacy and an awareness of their legal and human rightsboth highly relevant to their mental and physical health chances. Their lack of education deprives them of fundamental life-skills and knowledge which would otherwise afford them protection from risk and increase awareness and choice about their way of life (Bureau of International Labor Affairs, 1996 , 1998 .
Cultural values clearly impinge on the level of risks women encounter in the increasingly important sphere of HIV/AIDS prevention and care (Weeks et al., 1996) . Some traditional beliefs include those of witchcraft, which may construct the notion that HIV/AIDS is a punishment for infidelity. Bearing in mind the social constructs referred to earlier, women are obvious targets here. In sub-Saharan Africa, where over two-thirds of the world's HIV/AIDS population reside, young women are disproportionately affected (UNAIDS/WHO, 1998). Up to eight times more adolescent girls than boys are living with the disease. Girls are more susceptible to infection because of the tearing of the hymen at first intercourse, and because immature vaginal walls are easily damaged. Their low social status and bargaining power and their need for economic support also place them at risk. Some healing traditions in Africa suggest that sex with a virgin girl will cure HIV/AIDS (CIIR, 1999) . Thus, the health risks to young women of contracting a disease which may kill eventually are very considerable in these societies.
Rape victims of all ages are also at high risk because of the bleeding and consequent potential HIV transmission which may result from violation. In health care terms, women giving birth to babies to whom they have transmitted the disease may find that any available medical attention is given to the child, rather than to them (CIIR, 1999) . The long-term problem here is that the child's capacity to thrive may well depend on the survival of its mother. Thus, the health risk to both mother and child is increased by this short-sighted and resourceinefficient practice. Such cultural biases feed into the broader issue of prevention and treatment programmes in mother-child transmission.
A child can become infected with HIV pre-natally, at the time of delivery or post-natally through breast-feeding. Infection at delivery is the most common, leading to the practice of Caesarean section (with its own attendant hazards, as Savage shows in Chapter 7) as a method of reducing the risk of HIV infection (Whiteside and Sunter, 2000) . However, much research has been carried out into the use of antiretroviral drugs which may inhibit viral reproduction in the infant. The administration of the drug AZT to HIV-positive pregnant women has shown transition reduction rates of between 37 and 67.5 per cent (Gray, 1998) . Nevertheless, its cost and the complexity of ensuring patients' adherence to it have meant that, until early 2001, only mainly wealthy nations were able to make use of it. With the recent relenting of drug companies in respect of drug costs to developing countries, it is to be hoped that transmission prevention can now begin in earnest. The extent to which this reduces the actual risk to pregnant mothers of developing AIDS remains to be seen. However, such provision should significantly reduce the likelihood of societies and individual mothers having to expend scarce health resources on caring for a sick child. If other prevention programmes operate effectively during their children's lifetime, such transmission prevention should also reduce the longer-term health risks for their own daughters. The success of this combination of knowledge and social and economic action has, at least, created a zone of hope for future risk limitation.
In the meantime, many other types of risk obtain for women living in the harshly poor, usually rural environments of the developing world. Not only are their children obliged to labour, but the adult women frequently bear the main burden of responsibility for basic family survival (Boserup, 1970) . Despite, being regarded in many cultures as unclean and generally inferior, they nevertheless grow the food, fetch the water and fuel (frequently from miles away) and do the marketing, as well as rearing the children (Moore, 1988) . Often this is exacerbated by the men of the family migrating to urban areas to seek employment; often too, these men do not return. As one author has noted, 'In parts of sub-Saharan Africa as many as 70 per cent of rural households are headed by women. The physical and emotional wear hardly needs description' (Elliott, 1988: p. 27 ).
The fact that two-thirds of the world's population still live in absolute poverty means that the majority of the world's women lack the basic necessities of human existence (UN, 1995) . As such, their life expectancy, infant mortality rate, nutrition levels, literacy, access to health care and much more are significantly less than those of women in the Western world (Sen, 1988) . Not only are these risks physical, there are also risks to the psyche: fear, anxiety, insecurity, superstition, loneliness, despair, anger, the effects of discrimination, and so on (for example, Desjarlais et al., 1995; Reichenheim and Harpham, 1991) . No figures can adequately capture their scope but, as contributors such as Doy, Keene and Oaker show in chapters 3, 4 and 9 respectively, such psychological stresses are frequently inimical to women's health and well-being. Any chance of reducing this combination of risks to women's minds and bodies rests on a huge complexity of potential change agents. The rural poverty cycle develops from high birth-rates, increasing pressure from both larger human and animal populations, deforestation, erosion, competition for land, lower rainfall, lower soil fertility, poor grazing, cattle failing to thrive and thus insufficient food for the surrounding population. Wholesale global remedies are needed to change this state of affairs. Aid programmes, the setting of international prices, reduction of trade barriers, cancellation of debt, increased availability of medical and other technology are all factors which, given the international will, would reduce the risks to women and children (WHO, 1995) .
However, simply to relate such health risks to women is to engender a counsel of despair. That women have been, are and are likely to continue to be vulnerable and victimized by reason of their sex is indisputable. That such risks vary hugely according to their geographical location in the world is also not a matter for debate. Global, political and legal remedies are certainly required. But women have always been innovators, practised in the art of compromise and of finding ways through barriers. In this way, they clearly challenge notions of 'victim feminism' and evince their own, usually unlabelled and unsung 'power feminism' within their personal settings. As Wolf recounts, women in America have begun defending themselves from rape with knives and firearms; in Sarajevo many reacted to rape and other forms of victimization by rejecting their submissive roles and joining the military (Wolf, 1994) . More peaceful forms of proactivity are to be found in a range of other innovative ventures across the world, such as the distinctive cross-stitch embroidery co-operatives operating across Palestinian refugee camps in the West Bank (Farah, 1996) .
Equally challenging issues are raised by the activities of Chinese feminists who seek to bring about a change in women's lives in relation to the 'one-child-per-family' policy in force for the last 20 years. In the face of a repressive regime, they are beginning to speak out about the impact of state birth planning on women's bodies and on their wider existence. While there is a positive side to women being able to control their child-bearing capacity, the negative side includes the risk to them from surgical procedures -intrauterine device insertion, sterilization and abortion -and the social pressure when they fail to produce a son, a preference deeply rooted in Chinese culture. The consequences have included significant levels of abandonment and infanticide of girl babies and rising rates of suicide amongst rural women who fail to produce a son (Small Group, 1999) . A research study looked at how women managed to work for, and feel optimistic about, improving their reproductive health and freedom against a background of discouragement of female empowerment. This showed how they managed to advance their objectives through broadening rather than repudiating existing discourses (Greenhalgh, 2001) . They introduced ideas from abroad through international conferences and seminars, and sought to expand already legitimated language emanating from such fora, as a means of gradually suggesting change in the official population control policy. One research respondent explained her strategy in terms of what, effectively, constituted a risk assessment:
If you are too critical, or if you move too fast or just too hard, the government will close you down and deprive you of a voice. The most productive approach … is to propose ways to help the government, offering formulas it can accept. Given the continued power of the party and the state, today one must work with the government, not against it. Tomorrow things might be different. (Greenhalgh, 2001: p. 880) These women are able to feel positive about this subtle approach simply because their perspectives have not been officially repudiated, and this negotiation of sanction is a vital ingredient of their assessment and consequent ability to manage the risk associated with expressing their views.
Moving away from politics, however, the role that stark economic changes can play in raising, as well as more frequently diminishing, the role of women -and thus their psychological well-being -is set out in a study conducted on Indonesian women and their families (Hancock, 2001) . During 1997 and 1998, the international economic 'Asian crisis' produced massive inflation and currency devaluation in Indonesia. Subsequently, young women working in factories began to contribute greater proportions of their earnings to their households and, as a consequence, their status improved. Traditional patriarchy decreased as the women's earning power enabled them to play a more central part in household decision-making. One consequence was that some young women reported with pride the fact that their earnings would help their female siblings to complete their high school education and potentially break free of the traditions of early marriage and early school-leaving referred to above. Such advances demonstrate the importance of access to resources and networks in the promotion of women's health and well-being.
The above examples show very clearly that women do not have to compound their cultural lack of power by sinking into a state of 'surplus powerlessness' (Lerner, 1991) . By implicitly assessing their levels of risk and finding ways to manage these, it becomes possible for them to draw on a variety of means consciously to widen their options and actively overcome the oppressions which surround them, with major effects on their health and well-being. Paradoxically, socioeconomic trends and developments in medicine and technology have helped the control of many groups of women over their health in some areas but reduced it in others (Haynes, 1991; Waldron and Jacobs, 1989) . Such contradictory tendencies indicate that a more complete conceptualization of dilemmas and solutions in women's health action can be achieved only if means are found to recognize differences between women and between the sexes. It is also necessary to break down boundaries of practice and communication between women's health and their wider roles, which means drawing on an integrated, holistic framework for constructing dialogues through which to assess and manage risk.
The growing literature on risk, including risks in managing health (for example, Gabe, 1995) , has underlined the need to understand the degree of ambivalence surrounding this, which can mean that definitions of risk may conflict and shift. As Scott and Freeman (1995) have stressed in the context of HIV/AIDs prevention, risk management cannot be a simple question of health professionals encouraging 'rational' risk awareness and prescribing uniform strategies of risk avoidance. Such professionals may also find themselves working in risky ways (Coleman and Dickinson, 1984) and in ways which compete with each other and with 'their' patients (Graham and Oakley, 1981; Miles, 1991) . Power structures may constrain the options of many different groups of women (Holland et al., 1990) . Ideal and uniform choices are clearly not available to all women in similar ways. Bloor (1995) argues for the usefulness of sociological theoretical concepts such as 'systems of relevances ' (Schutz, 1970) as a way to develop a heuristic framework to deal with the diversity of risk practices. Such an approach recognizes that developing priorities and means of dealing with risks must be related to the practical realities for women of weighing their costs and benefits for their different everyday lives. The diverse expertise of women themselves, whether lay or professional, is clearly vital for determining priorities for action.
Such considerations underline the importance of examining the local and informal in greater, holistic detail if we are to understand women's position in relation to health. This is highlighted by the recent debates among policymakers and health researchers about the potential of a concept of social capital for addressing health inequalities. This follows the impact of research in political science such as that of Putnam (1993) and in health (for example, Wilkinson, 1996) , which suggested that communities with higher rates of civic participation and networks based on reciprocal relationships are likely to generate better health outcomes. Yet both the specific effects on women, and their contribution to the social and health capital of communities in the face of global fragmenting influences, has been largely overlooked. This is partly because of the literature's over-concentration on more formal institutions of public participation where proportions of women, though increasing, are often small. But it is also partly because, as Lowndes (2000) notes, this research has largely overlooked the contribution of women in generating social capital through communitybased activities such as voluntary work, relating to diverse forms of care, which characteristically demonstrate mutuality and reciprocity. These clearly constitute networks which help form social capital and can directly and indirectly help sustain healthy lives. Even as women are increasingly engaged in formal employment, research such as Russell's (1999) indicates that such women's involvement in care networks and neighbourliness may be more rather than less important for the effective everyday coordination of home, work and family life. An effective concept of social capital, therefore, needs to be one which redirects its attention from citizenship within formal political arenas to the 'small democracies' of everyday life networks and neighbourliness. These also indicate the multiple and conflicting agendas which individual women may be managing (Poland, 1991) and which may constrain their management of risk as indicated by Grinyer's observations on managing HIV/AIDS risks in health care occupations (Grinyer, 1995) .
Ways in which women can participate in, and take control of, defining and managing the levels of risk in their lives need to be opened up for examination, as illustrated implicitly and explicitly in the chapters in this book. Women can be seen to equip themselves with knowledge and understandings of relevant historical contexts, health care policies and legislation, resources and supportive networks. All of these can be drawn on if we are to build a protective but flexible framework for health in women's everyday lives, to reduce the risks surrounding them, while also recognizing which of those risks women themselves see as important to address, and why.
In this book, diverse disciplines are drawn on to engage with a range of women's physical and mental health issues at individual, community and international levels. Disciplinary differences can be used to extend the diversity of discourses which may mediate enabling and disabling actions, knowledge and resources. Heightening awareness of risks in relation both to health enablement and disablement can be assisted by looking beyond the boundaries of one discipline to focus on problem issues which may have been overlooked, or where problem-solving actions, resources or networks may have been developed. Each chapter provides insights -some predominantly theoretical, some predominantly practice-based, most an integration of the two -into how women's health issues can be reframed within different discourses. Through them, ideas can be generated as to which problems, resources and courses of action can be defined and addressed.
Part I sets out some historical aspects of the conceptualization of women's health and of their roles in healing. Such perspectives can offer insights into patterns and images of political and cultural empowerment and subordination, in terms of both what themes may persist and what may be presented as traditional, while closer examination reveals continual changes. Harris's chapter delineates the persisting polarization of stereoptypical images of women as healers and men as doctors within enduring themes in the gender relations of health. Her exploration of how such images may have been reinforced and resisted helps provide a context for recognizing health issues and actions raised in later chapters. Sociological approaches to health have frequently been directed at cultural and professional practices which have affected women's health roles. This is exemplified by Busfield's historical sociological examination of how the establishment of psychiatric practices has not been gender-neutral. She traces the ways in which categorizations of mental illness, such as epilepsy and shell shock, and services developed to accommodate problems posed by predominantly male experiences in the late nineteenth and early twentieth centuries, but came to be assigned more frequently to women to accord with prevailing views of femininity.
Part II focuses on how women may view, describe and use their bodies in ways which may both strengthen and harm their health. Nursing perspectives help focus on issues of care management and patient support. Doy's chapter, drawing on her research with mental health nurses, points up the paradoxes in women's higher rates of bodily self-mutilation and the need to build positive discourses with such women if they are to be understood as more than victims and provided with appropriate health care which includes risk management. Much psychological research has been directed at understanding psychological abilities and attitudes and on evaluating the effectiveness of therapeutic interventions. Keene's examination of patterns of women's use and misuse of drugs and alcohol, and current psychologically informed treatments, suggests that such use appears to be subject to extremes of social sanction or encouragement, depending on the context of use. She emphasizes that social and psychological, and not only medical and psychiatric, approaches are required to support their active role in managing such risks. Moore argues for the appropriateness for women of counselling which is body-aware as well as personcentred. This is illustrated through the detailed analysis of the case history of a woman client involved in a painful and decentring family health care process. Although exercise may often be viewed as unambiguously healthy, Sassatelli's sociological examination queries how far this can be the case for women, given the cultural tensions surrounding body ideals exemplified by women's choices of gymnastic techniques such as body-building, aerobics, yoga and soft gym.
Part III recognizes that different discourses, dialogues and professional value bases may construct women's health in a variety of ways which are empowering or disempowering for women. Savage draws on her medical experience as an obstetrician to query how far consumerism and an 'information society' have really opened up the range of women's choices in childbirth. She critiques health organizational practices and policies which limit the promotion of women's childbirth choices in the modern health service. Health decisions are often linked to legal rights and responsibilities, which may be evoked to support or suppress women's health choices. From her perspective as a practising barrister, Hewson examines outcomes and women's resistance, in recent legal processes, of pressures to declare pregnant women incompetent to decide on the acceptability of levels of risk for medical interventions to be employed during labour.
The recent higher visibility of female survivors of child sexual abuse has itself posed challenges for addressing their related health problems. How mental and physical health problems relating to their abuse may be identified, and then helped, is a matter of some controversy. Drawing on her work as a clinical psychologist, Oaker overviews the usefulness of cognitive behavioural therapy strategies employed with adult women who have been sexually abused in childhood. She exemplifies this with a detailed case study of a woman's progress towards managing a range of mental health issues linked to earlier sexual abuse. Women are at greater risk of developing depression than are men but, given the prominence of women's activities in maintaining relationships, this is more than simply a problem for individual women. Greig and Gregory examine the implications of recent psychological research for postnatal depression for relationship-building, relating these to findings from two detailed case studies of maternal mental health. Nightingale's chapter draws on inclusive nursing research on the access of women with learning difficulties to cervical screening. She demonstrates how health professionals' judgements about health status and communication abilities can lead to disadvantaged groups of women being excluded from services aimed at reducing cancer risk.
Part IV highlights the examination of local and international policyrelated trends and alliances which affect women's health. MacFarlane and Mugford, with backgrounds in statistics and health economics respectively, evaluate influences on trends in maternity care in the UK and the role of women in actively shaping maternity policies and services. Whilst the twentieth century clearly saw dramatic improvements in maternal and infant mortality and morbidity, there have been marked divergences between groups and generations about priorities for and means of action in this area. Women comprise the majority of older people but older women do not constitute one group. Cooper and Arber analyse UK survey statistics to underline this in relation to the little examined area of socio-economic effects on the health of older minority ethnic women. Taking the example of tobacco use, they remind us how specifically health differences may be related to differences in risk-laden cultural practices such as smoking and tobacco chewing. The issue of dealing with differences through negotiation and networking is reinforced by Locke's analysis of progress towards international agreement on a reproductive rights agenda in the face of multiple interpretations of the definition and importance of women's reproductive rights.
We have seen that a dynamic and holistic analysis of women's health issues is, therefore, required. A framework for health risk assessment for women, is one which can take account of diverse ways in which groups of women may need to equip themselves with knowledge and discourses of various kinds, as outlined through the following chapters, in ways which matter to their everyday lives. A suitable framework should, therefore, be a flexible one which can be used to re-view the subject of analysis in both positive and negative terms, as well as holistically in bodily, emotional, mental and environmental terms, with reference to a variety of dimensions and methodologies. It should, thus, facilitate dialogue across disciplines and between different groups of women, both lay and professional, to draw on and build knowledge of contexts, connections and processes for health change and action.
Much of our present discussion resonates with a range of recent explanations of health and health action. Arguing for the potential contribution of interdisciplinary approaches in addressing women's health issues certainly posits the need to look beyond the boundaries of increasingly challenged biomedical approaches. The articulation of diverse interests and perspectives has become more frequently endorsed in cultural and academic approaches such as postmodernism (e.g. Fox, 1993) and in the work of community-based movements and feminism (e.g. Doyal, 1995) . Such challenges have drawn attention to the micro-and macro-political interests of those groups, including health professional groups which may assert the dominance of specific explanations of health. In contrast, empirical research on health explanations, such as that of Stainton Rogers (1991) has emphasized the fluidity and multiplicity of individuals' use in practice of not just one but multiple frameworks of health, whether in their work as health professionals or as lay members of society.
In seeking to understand health action, health promoters have increasingly drawn on approaches which take account of lay perspectives (Ewles and Simnett, 1995) . Prochaska and DiClemente's (1982) model of transtheoretical changes has offered a means of understanding processes through which individuals' health behaviour may develop alongside changes in their own self-concepts. Importantly, such a model may be used by women to reflect on their perceptions of changes in their own health actions and to review the consequences and choices open to them in terms of their own identities. The importance to individuals of their own beliefs about health and their selfefficacy in guiding their behaviour is underlined by the influential extended Health Beliefs model advanced by Rosenstock et al. (1988) . However, approaches which mainly focus on the individual have been criticized for not taking sufficient account of how the empowerment of individuals is intimately linked to power structures within communities and the wider society. The work of medical sociologists such as Blaxter (1990) in examining the relative influence of lifestyle changes, as compared with socio-economic structural factors such as housing and income, points up how little scope there may be for lifestyle changes, and how little relevance such changes may have for individuals' perceptions of their health chances if they cannot overcome fundamental social and material disadvantages. The work of Tones (Tones and Tilford, 2001 ) in developing a model for the analysis of health action, endorses the need for a multi-level perspective which views health action as an interactive outcome of individual experiences and perceptions, relationships and resources within communities and engagement in the development of wider social policies. The relevance of such approaches to the kinds of issues in understanding women's health raised in this chapter is clear. Their particular applicability is demonstrated in community-based health promotion projects such as that of Gibbons and Cazottes' groups in Nepal with both literate and non-literate women's groups (Gibbons and Cazottes, 2001 ). However, taking account of interdisciplinary perspectives can further enrich such understandings and dialogues if undertaken in a reflexive and dynamic way.
Insights from the management of specific types of complex risks may be useful for promoting such dialogue. We suggest the following, adapted from Buckley's work in managing violence (Buckley, 1999: pp. 102-3) . Such a framework would encompass the following processes at an individual or group level:
• examining the nature of specific risks and reasons for taking them; • exploring the whole context for potential outcomes in terms of who might benefit or be harmed by them; • assessing what resources are available for controlling or managing risks; • ascribing empowered rather than victim roles to women;
• encouraging the development of a sense of self which is resistant to stereotypic labels; • facilitating processes of dialogue and feedback in which an overview can be taken; • identifying and facilitating peer networks to promote mutual support and work towards change.
The range of insights for building women's health, presented by the contributors to this book, reflects a number of shared themes. They also point to the wealth of connections to be made with diverse groups of women, whose health problems and contributions to health may be variably visible in different societies, institutions and settings. A framework which assumes multiple viewpoints and interdisciplinary resources, can be used to facilitate constructive dialogues about health risk management, with and between women, so as to respect their management of their everyday lives.
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